Since the death rate in the UK population is approximately 100%, it seems reasonable that approximately 100% of healthcare professionals should have a sane attitude towards death and dying and some knowledge and skills in dealing with patients who experience the inevitable challenges, physical, psychological, emotional and spiritual. The depths of knowledge and skill required will depend on the kind of health professional. Those who deal with death and dying only infrequently will require only a basic knowledge of palliative care: others, such as those training to be specialists in palliative care or in palliative medicine, will undergo a lengthy educational programme, in the UK four years.
Whichever category healthcare workers fall into, there is always likely to be a training element of one form or another. Administrative and clerical staff in every health setting should learn how to cope with distressed relatives and families; healthcare staff in hospitals and the community need to understand basic symptom control and have good communication skills. Senior nurses and doctors in palliative care may need to gain higher degrees, undergo accredited training and be able to participate in continuing professional development at all levels.
However, more important than any of this is conveying the ethos, at the start of training, that palliative care is important. Not just because it improves quality of life and relieves suffering for patients and families, but because many of the skills in palliative care are useful in every other health settingÐe.g. empathy, listening, communication, identi®cation of problems and goals, developing priorities fast, and perhaps most important, working with and developing interprofessional teams so that patients get the right care at the right time from the right person. This is why palliative care education needs to start in the cradle and why it needs to continue to the grave.
DEVELOPMENT OF PROFESSIONAL EDUCATION IN THE UK
Medical training in the UK consists of ®ve years of undergraduate study, followed by a preregistration year in which the newly quali®ed doctor practises under close supervision, usually in a hospital but increasingly in primary care. The next phase of professional education (senior house of®cer grade) offers broad-based clinical experience, following which the doctor begins training in his or her chosen specialty. Those destined for general practice train for two years in hospital and a year in general practice; those destined for hospital specialties will spend up to ®ve years gaining experience as specialist registrars. A postgraduate degree is essential for career progression but most specialties, including palliative medicine, rely more on continuing assessment than on exit examinations. It is now illegal for any doctor to be appointed to a consultant post unless he or she has completed specialist training and has been entered on the relevant specialist register at the General Medical Council.
Nurse education has become very sophisticated. Traditional apprenticeship training has been replaced in some cases, or supplemented in others, by university education which lasts three or four years. Increasing numbers of quali®ed nurses now pursue further diplomas or degrees to equip them for diverse responsibilities and roles in the development of the National Health Service. Occupational therapy and physiotherapy students were formerly trained separately but are increasingly training together in combined schools. Their courses of three to four years are again increasingly academic, yet tempered with sound practical experience in a variety of clinical placements. Social work is about to move from a diplomabased training to a degree course, and will therefore take its place alongside training schemes for health professions in the faculties.
It is against this background of professional education in the UK that we discuss the place of palliative care education.
WHEN IS THE BEST TIME TO BEGIN LEARNING ABOUT PALLIATIVE CARE?
We believe that learning should begin in the early undergraduate years. Some would argue that palliative care learning is only effective when the challenges offered by clinical practice are encountered. However, if, as Coles 1 argues, professional education is about`preparing for practice' (we agree), then preparation for caring for the dying should start as early as possible. For example, it seems important that medical students learn at the beginning of their course that patients will die under their care as well as being cured, and that this can be both challenging and rewarding. The General Medical Council's document Tomorrow's Doctors 2 aims to ensure that all doctors on quali®cation are pro®cient in certain basic skills. This includes communicating effectively and learning to make decisions within an ethical framework, both of which are critical in palliative care.
However, learning needs to equate with the experience of the student. To teach the details of symptom control in year one would be pointless, but this becomes essential in the year before quali®cation. On the other hand, during the ®rst year, the hearts and minds of these aspiring health professionals are likely to be very fertile to the ideals of high-quality care of the dying with its elements of good communication, compassion and empathyÐconcerns that are important in all areas of medical care.
It is heartening that palliative care issues are featuring more widely in the curricula of UK medical schools. Field has conducted three surveys of teaching about death, dying and bereavement in the twenty-®ve medical schools. He enquired about the number of hours formally taught and the breadth of topics covered. In 1984 3 four medical schools had no formal teaching about death and dying. By 1994 4 only one did not. Preliminary responses in his most recent study (personal communication) suggest further improvement. All medical students in all schools are now formally taught about palliative medicine. From 1984 to 1994, the mean number of taught hours about death, dying and bereavement within the medical schools' curricula increased from 6 h in 1984 to 13 h in 1994, while the range of topics broadened 3, 4 . The mean number of hours taught is now 16 (range 6±100) and at least half the schools (fourteen) conduct some form of assessment. A few schools assess students within the major examination, such as the ®nal MB.
Our own experience leads us to the view that palliative care should be taught as a`thread' throughout undergraduate education, continuing into the postgraduate years. We believe that, in the ®rst year of clinical practice following quali®cation, the healthcare professional needs teaching, support and the opportunity to discuss and re¯ect on critical incidents in palliative care when they occur. This is not merely to promote knowledge and skills but, perhaps even more importantly, to help young doctors develop as professional beings. As clinical care becomes increasingly technological and driven by protocols that tend to portray clinical practice in black and white, palliative care offers an ideal learning ground for developing professional judgment in the`grey' areas that will always exist. We do not claim that palliative care is the only specialty in which this happens. Others are elderly care, primary care and mental health. However, we believe that the particular intensity of palliative care offers advantages.
HOW SHOULD PALLIATIVE CARE SPECIALISTS AND NON-SPECIALISTS CONTINUE TO LEARN?
Research should continue to drive practice, helping us develop guidelines and`pathways'. However, patients do not conform to protocols. Part of the skill of a good specialist is the ability to make good judgments at times of greatest uncertainty. Schon makes the distinction betweeǹ technical rational' (which emphasizes competencies) and professional artistry' (which emphasizes the dilemmas and uncertainties) 5, 6 . We believe that, although palliative care requires competencies, professional artistry (or judgment) is often more important and cannot be learned from books. Patients are the powerful teachers.
Fish and Coles 7 suggest that professional judgment is based less on knowledge than on the plethora of factors that all healthcare professionals use intuitively. In Figure 1 our judgment is depicted as an iceberg; above the waterline (the smallest portion) are the visible attributes that can bè tested'Ðe.g. knowledge of the World Health Organization stepladder of analgesics, indicating which drugs to use and in what order. We even sit examinations on these topics, which we`pass' or`fail'. However, under the waterline (the portion that maintains the stability of the iceberg) are attributes such as experience, know-how, values, attitudes, assumptions and beliefs. These are less tangible but we all draw on them to help us in decisionmaking. The more we are able to make explicit this process to ourselvesÐi.e. by re¯ectionÐthe more accessible these attributes become. We therefore advocate such re¯ection as a powerful method for developing professional judgment, in the true sense of the word. In the UK, continuing professional development has now become mandatory for all professionals in all areas of practice. It is part of maintaining and continually developing quality in individuals and in teams. One of the drawbacks, however, is that measurement and monitoring is in terms of accredited`hours', which often translates into attendance at lectures. What we now need is a more balanced approach to professional development so that each professional can appraise his or her own learning needs and tackle these in a well-rounded way. This approach requires support from professional bodies and government.
For the specialist in palliative medicine, there is an obligation not only to undergo personal professional development but also to educate those in other specialties who require a working knowledge of symptom control and related topics. The specialist in palliative care equally needs to keep up to date, albeit at a generalist level, in internal medicine and other clinical areas. Soon, he or she will be obliged to show evidence of such professional development as a condition for remaining an accredited practitioner. Behind the current drive for formalizing professional development is the fact that we exist to provide the best possible care in whatever setting is necessary for the patients and the families we serve.
WHAT ABOUT LEARNING TOGETHER?
One of the hallmarks of good palliative care is the willingness to work in interprofessional teams. However, in our view, teams are a little like familiesÐnot all of them work and those that do require considerable effort and goodwill. Hence the mantra for`interprofessional learning' needs to be more than rhetoric.
We believe that interprofessional learning should start in early undergraduate education, and that it should be anchored within a clinical context. We have more than ®ve years' experience of running interprofessional workshops in palliative care for undergraduates (eight workshops per year, with 22 student participants at each workshop) and for postgraduates 8±10 . The point at which these`teams' within the workshops begin to gel and function effectively is often the point where together they meet a real carer (usually the spouse or adult children of patients who are soon to die) and must discuss how care is provided and made to work, from the patient's and carers' perspective. It is in this clinical context that we ®nd professional rivalries and tribalism evaporating, because real teamworking requires an ability to blur professional boundaries without`taking over' or displaying lack of respect for individuals. Finch 11 has suggested that learning in clinical settings holds the key to interprofessional education and teamworking.
The challenge is to maintain teamworking within a busy clinical setting where there never seems enough time to do anything properly. Opportunities to explore issues are therefore necessary, from time to time, to enable teams to rejuvenate themselves. In the real world, one of thè blocks' to good teamworking is the constant change in staf®ngÐespecially in the acute sector. It is even more critical therefore that interprofessional experiences are a part of undergraduate training: health professionals who have developed these skills when`preparing for practice' will at least be off to a good start when trying to work together.
DEVELOPING A PALLIATIVE CARE EDUCATION PROGRAMME
We have argued that, because most people who die will have some contact with health professionals during the process, all health professionals should have some education in palliative care. Clearly, the responsibility to develop and deliver palliative care education lies with specialists such as ourselves. Indeed, the Association for Palliative Medicine of Great Britain and Ireland has developed a palliative medicine curriculum for different levels of practice 12 .
Palliative medicine specialists in teaching hospitals, or who work nearby, should become involved in the undergraduate programme. Others will need to educate their colleagues working in primary care and acute hospitals. A successful education programme needs to take into account factors such as where the learners are coming from, what they need to learn, how they feel about learning and how easy or dif®cult it is for them to get to the teaching venue. Staff who are less obviously involved in palliative care also require attention, such as administrative and clerical staff, housekeeping staff and porters (who are often the`lost tribe' in terms of educational support). Also, the non-professional carers such as patients' family members and volunteers need to be involved.
The core business of any palliative care service is to deliver care. Inevitably, the burden of teaching falls either to those who express enthusiasm for it or to those who are made responsible for it. We ®nd that the best teachers are the`front-line' staff who love what they do and can transmit their enthusiasm and skills. Non-active practitioners may excel in teaching theory but seldom offer the realism of the messy world in which the learners practise. Palliative care must deal with reality.
Developing the teachers is therefore an essential part of advancing any educational programme. In Southampton, we now have a`teaching network' amongst our staff. This simply provides a focus for staff development in teaching, such as peer observation and feedback and opportunities for joint teaching. Staff practise in small groups (5±8 at a time), demonstrating teaching to each other and receiving feedback from their peers as well as the trained facilitator. This has had an unexpected spin-off in terms of team morale and mutual respect, regardless of`rank' or`role'. Moreover, the teaching capacity in our service has increased, to the extent that we have been able to provide ten half-day sessions of palliative care education over six months, each attended by 25 different staff from specialties such as mental health and learning disabilities and from community teams. Most of the teachers have emerged through the teaching network initiative and, so far, evaluation has been favourable. The teachers, who teach jointly in threes, have also commented positively on the experience of`teaming up' for teaching. This initiative has been awarded an NHS beacon for excellence in palliative care education.
CONTINUING DILEMMAS
One of the ®rst things we have to accept is that not everyone shares our enthusiasm for palliative care education. Other groups have different priorities. In the undergraduate curriculum, competition for curricular time is intense, especially when several different professional schools are involved. In the postgraduate years the competition is equally severeÐthis time with clinical priorities. These logistical challenges can usually be overcome with careful planning, if the learners and teachers are motivated. However, an even greater challenge is the`reluctant learner', especially one who lacks insight into his or her de®ciencies. This of course is an issue for all areas, not just palliative medicine. One way forward may be to set minimum standards. Another would be to take advantage of most health professionals' desire to look after their patients well. Involving patients and their carers more directly in education will create the opportunity for authentic learning and re¯ection. Above all, we must ensure that staff have protected time and incentives to continue to learn and develop. The carrot is a more powerful and sustainable motivator than the stick.
CONCLUSION
Thirty-®ve years since Dr Cicely Saunders opened the ®rst modern hospice in England, over a thousand palliative care services have been established in the UK. Once a`taboo', palliative care is now an accepted part of mainstream healthcare. It in®ltrates most professions and all clinical settings. Palliative care learning now extends back into undergraduate education and forward into continuing professional development, while diplomas and degrees abound. There are also academic departments in palliative medicine, palliative care nursing, psychology, social work and sociology.
Palliative care can serve as a useful paradigm for all other taboo or unfashionable areas of clinical and social careÐe.g. the homeless and the deprived. Dame Cicely Saunders once said, of her own St Christopher's Hospice, that she welcomed`the unlovely, the unloved and the unlovable'. A civilized society may be judged by the way it treats the vulnerable. All of us have a responsibility to play our part, both as individuals and as professionals. However, none of us should be so arrogant that we consider only ourselves, our specialty or indeed our profession to have the monopoly for compassion and care.
